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January 23, 2019

Ms. Randi Cohn, Manager
The Gables At East Mountain
1 Gables Place

Rutland, VT 05701-8868

Dear Ms. Cohn:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
January 9, 2019. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

SUNRIAN-N

Pamela M. Cota, RN
Licensing Chief

Dis.abilit_y and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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- 11.2 If the home manages the resident's
. ; finances, the home must keep a record of all
| transactions, provide the resident with a quarterly
 statement, and keep all resident funds separate
; from the home or licensee’s funds

i
. 'i This REQUIREMENT is not met as evidenced

{ by: )
Based on resident and staff interview and record

review, the facility failed to ensure that two of two
residents in the sample, Resident #1 and #2 were
provided with a quarterly statement of their
finances. Findings include:

During interviews with Resident #1 and #2 on

- 1/8118, the residents stated that the facility holds

- onto money for them to use whenever they want
something or need the money. Both residents
further stated that they do not receive quarterly
statements. During an interview with the services
coordinator on 1/8/18 at 4:30 PM, s/he stated that
the funds are recorded and reviewed with the
residents periodically, but quarterly statements
are not provided.
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R100 [|nitial Comments: R100
~An unannounced on-site re-licensure survey was
; conducted by the Division of Licensing and
: Protection between 1/8 and 1/9/18, There was
- one regulatory finding.
s
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Tag R314

Residents with safekeeping
accounts will be sent their _
statement quarterly. _=

The sending of statements will be
overseen by the services
coordinator.

The residential care manager will
monitor the compliance and
review at'Ql meetings.

The Gables will be in compliance
by 1/19/19.
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